Introduction
The need and the demand for health care is increasing at a faster rate than the increase in resources available for providing it. This is due to four interrelated factors: an ageing population; the development of new technology and knowledge; rising patient expectations; and greater professional expectations w1x. In an era of evidence-based health care, it is important to ensure that there is an effective and efficient use of resources in order to achieve the desired outcomes. The emphasis on effectiveness and efficiency in health care has been apparent over the past decade w2,3x, although the notion was espoused 30 years ago w4x.
Effective health care means the exploration of new approaches to health care delivery, including new interventions and treatments, new settings and new ways for their provision. This may entail new ways of working and even the development of new roles. Nurses, who by virtue of constituting the largest part of the health service workforce and accounting for the majority of the wage bill, are being closely scrutinised by health service managers who wish to exploit such opportunities. Much of this is driven not only by patients and health care professionals, but by policy makers and managers who are aware of the need for cost-containment in the rapidly changing and complex environment of health service systems.
Services, whether specific interventions (treatments, therapies, procedures or other deliberate planned actions) or programmes (a combination of specific interventions), are increasingly being directed, led or mediated, as well as delivered or co-ordinated, by nurses. Nurses are well placed to do this. They have a tradition of working closely with patients and their families as well as with other health care professionals, especially physicians. They are usually flexible in their approach to the organisation and delivery of care and have experience of working across different health care sectors. However, many of these new interventions or programmes are radically different from the traditional activity of nurses. Nursing interventions and programmes are designed and delivered to relieve a pre-senting problem, prevent it from occurring, or promote a desirable state w5x. Most of the new interventions and programmes and, as a consequence, the roles adopted by nurses are perceived to be of a medical or technical nature, usually pharmacological. This is especially true in the area of cardiovascular care.
Nurse-directed services in cardiovascular disease
In managing the burden of cardiovascular disease, it is clear that despite the introduction of more effective treatments, many individuals fail to achieve an optimal, but frequently achievable, therapeutic outcome. For example, the under-utilisation or 'late' use of thrombolytic therapy in acute myocardial infarction (MI), the under-referral to or enrolment in rehabilitation, and the under-prescription of angiotensin-converting enzyme inhibitors and beta-blockers in congestive heart failure (CHF) undoubtedly increase the overall burden imposed by cardiovascular disease.
The good news for patients and health care providers in general is that there are a number of areas where nurse-directed interventions have proven to be remarkably effective and promising with respect to their widespread application. These include the following:
Early initiation of thrombolytic therapy
Several studies have demonstrated nurses' ability to safely identify patients' eligibility for immediate thrombolysis w6,7x. In practice, many hospitals have subsequently established systems for 'nurse-led' and 'nurse-initiated' thrombolysis. Delays in treatment have been reduced by the use of agreed protocols initiated by nurses w8-10x. Although there is increasing evidence to suggest that nurses can play a key role in ensuring rapid (and appropriate) treatment of acute MI, there is a need for large-scale studies to determine the cost-effectiveness of this type of approach.
Cardiac rehabilitation
Most cardiac rehabilitation programmes have been initiated, developed and co-ordinated by nurses w11x. Nurs-es are well placed to identify people who are likely to benefit from cardiac rehabilitation, to assess their risks and needs, and to develop individualised plans to meet those needs. Early psychological and educational interventions for MI patients and partners designed and delivered by nurses w12,13x have been shown to be effective in reducing psychological distress and increasing knowledge and satisfaction up to 6 months after discharge from hospital. Extended nurse-led cardiac counselling and rehabilitation for couples is also effective up to 1 year after MI w14x.
Management of chronic heart failure
There is increasing evidence that nurse-led interventions represent a cost-effective means of improving the quality of post-discharge care of CHF patients by minimising the number of readmissions. Based on the literature to date, it would appear that those interventions that involve a component of specialist nurse-led, homebased follow-up w15-17x are more effective than those that incorporate clinic-based follow-up w18x. However, a clinic-based approach appears to be more effective than home visits that incorporate education alone w19x.
There is little doubt that the evidence and expertise developed in relation to these three examples of nursedirected programmes are relevant to other common clinical problems arising from the increasing burden imposed by cardiovascular disease. However, there are a number of important issues that need to be considered before these programmes are either directly applied or used to develop new areas of intervention.
Evaluating the potential effectiveness and impact of nurse-directed services
In embracing new roles, many of which have developed organically and without any systematic planning or evaluation, there is a danger that nurses focus solely on particular aspects of medical treatment rather than focusing on the totality of patient care. The scant evaluation that has been performed of new roles and interventions has focused almost exclusively on patient outcomes. This pays little regard to the important contextual factors such as the environmental, social, demographic, interpersonal and technical conditions in which the intervention is delivered w20x.
One of the challenges facing nurses and nursing is extrapolating from research findings and applying them in practice. This is particularly true of randomised controlled trials (RCTs) in which results may not be the same in 'real-world' clinical practice. These have been identified as including w21x:
• Different patient populations: RCT patients are carefully selected.
• Fewer andyor less experienced health care professionals: those staff involved in an RCT are likely to have been specially trained for the purpose. • Interventions delivered in different locations: there may be variations in the form of delivery and use of personnel and equipment in interventions in hospital wards, specialised units, or in primary care settings. • Less intensive monitoring: RCT patients are closely monitored for change, whereas this is less so with routine care.
In this rapidly developing and expanding area of health care, there is a need to assist nurses in selecting and delivering the most appropriate intervention to their patients. The importance of the following effects on the outcomes of an intervention have been emphasised w20x:
• Characteristics of patients;
• Characteristics of the intervener and the setting in which the intervention is delivered; • Intervention variables, such as how the intervention works and which components and at which intensity result in which outcomes for which clients and under what conditions; and • Outcomes-related factors, such as measuring the right outcomes variable with the right instrument at the right time.
Thus, it can be seen that evaluating effectiveness is necessary for developing clinically relevant knowledge which provides an understanding of the patient's presenting problem, the outcomes expected as a result of the intervention, and the conditions under which the intervention is most effective w20x.
A number of factors determine this, such as the person providing the care, the person receiving it, the nature of the care, and the setting and conditions under which care is given.
Major issues to be resolved
Despite specialist nurse-led interventions being shown to be effective in terms of improving the delivery of health services as well as health outcomes in acute MI and CHF, this is still an evolving field of health care, and there are some common and interrelated issues that will need to be resolved if nurses are to fulfil their undoubted potential:
1. What is the future role of this type of intervention? Paradoxically, the introduction of more effective agents in the management of cardiac conditions in both primary and secondary care will, initially at least, increase the need for health care services. In order to reach their full potential, the majority of effective treatments (e.g. beta-blockers for the treatment of heart failure which require careful titration and clinical monitoring) require effective screening programmes and intensive specialist management. If it is accepted that the current capacity for cardiologists, and indeed, general practitioners, to provide such management is limited, then the following issues about nurse-led interventions need to be resolved.
What are the minimum qualifications and competencies for a specialist nurse?
These will depend on the range of cardiac conditions and the healthcare settings involved. National standards to define the requisite knowledge, skills and clinical competency should be developed. Professional competency may be defined as the ability to generalise competence or transfer and apply skills and knowledge from one situation and environment to another, and shared competence as the identified areas of common ability among health providers to perform activities and provide services. In the light of integrating cardiac care throughout a variety of settings, it will be increasingly important to explore these concepts of shared competence between disciplines, for example, the changes to and titrations of medications. Although some health authorities have their own systems of local accreditation, at present there is no national system which implies widely varying degrees of provision of education and training for healthcare professionals.
Who should oversee the role and actions of the specialist nurse and how independent should they become?
The degree of autonomy should depend on the level of competency attained, and the quality and frequency of re-accreditation. In terms of supervision, specialist nurses should be accountable for and operate within a code of professional practice. Their relationship with colleagues should ideally reflect clinical practice and expertise inherent to each of the disciplines. The role of the specialist nurse should be defined as working with clients and other health practitioners to determine roles and deliver services which utilise the areas of unique and shared competence. Definitions and titles relating to specialist nurses often lack clarity and cause confusion, thus there is a need for consistency in defining roles and delineating responsibility.
4. What is the optimal method for integrating a specialist nurse service into the pre-existing health care structure?
What is required is to model the introduction of such initiatives on successful programmes (e.g. the Glasgow Heart Failure Liaison Nurse Service) w22x. A phased approach may be required with regular monitoring and systematic evaluation. A number of national initiatives have been set up to facilitate sharing examples of good practice, such as the CHD Partnership Programme and the British Association for Nursing in Cardiac Care.
Who should fund this type of intervention?
There has been a general lack of funding for the development of nurse-led interventions and their evaluation, despite simple and practical nurse-led initiatives having the potential for a significant impact on improving health care delivery and outcomes. Many of the initiatives to date have been funded by pharmaceutical companies and charities. However, central government funding is probably also necessary to give legitimacy and secure longterm commitment. There is a need to ensure that current evidence is implemented effectively, as well exploring new territory and addressing identified gaps. A national review of the evidence for the cost and clinical effectiveness of such interventions would help to clarify current practice and to identify future research questions. Without the incorporation of these interventions into clinical guidelines for the optimal management of cardiac patients and central support, these potentially costeffective interventions will remain under-valued and under-utilised.
Conclusions
Nurses are increasingly being involved in new initiatives to improve the co-ordination, delivery and eventual outcomes of health care. Key components of these initiatives include application of evidence-based treatments, ensuring individualised follow-up and the provision of 'seamless' care overall. There is evidence in key areas of cardiovascular disease that nurse-led interventions for patients with heart disease are effective, and that they are likely to work in other areas if properly supported with appropriate structures and systems. Given the promising results to date, it would be disappointing if these issues remain unresolved and the potential value of this type of intervention unfulfilled.
